Background: Intuition as a way of learning in nursing is applied to decision making and judgment in complicated clinical situations. Several studies have been conducted on intuition in clinical settings, but comprehension of this concept is unclear. Moreover, there is a lack of information about intuition in critical care nurses caring for more seriously ill patients. This study aimed to explore Iranian critical care nurses' understanding of intuition in clinical practice. Methods: In a descriptive-phenomenological study, 12 nurses employed in critical care units of the hospitals affiliated to Kermanshah University of Medical Sciences were purposively recruited to the study. A semistructured interview was administered, and then written verbatim. The data were managed by MAXQDA 10 software, and qualitative analysis was undertaken using the seven-stage approach of Colaizzi. Results: Of the 12 nurses who participated in the study, 7 (58.3%) were female and married, and 10 (88.3%) held a bachelor's degree in nursing. The mean and standard deviations of participants' age, job experience, and critical care experience were 36.66±7.01, 13.75±6.82, and 7.66±3.36 years, respectively. Four main themes and eleven sub-themes were elicited from the qualitative analysis; the main themes including "Understanding intuition as a feeling", "Understanding intuition as a thought", "Understanding intuition as receiving signs", and "Understanding intuition as an alarm". Because they have trust in their own intuition, the nurses made further assessments and paid more attention to patients. They were also better prepared after receiving intuition alarms to perform the appropriate responses, and acting upon the alarms reduced the nurses' physical and psychological signs. Conclusion: The findings showed how intuition was understood by the critical care nurses; therefore, these results can be considered to form a theoretical basis for designing other studies. Because of the significant role of intuition in enhancing the nursing care of critically ill patients, it is suggested that more qualitative, quantitative, and trials studies be performed to reinforce intuition in nursing; moreover, to incorporate intuition into nursing curriculums, it should be debated in academic settings.
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hassani et al of human intuition, and illustrated its origin in the frontal cortex of the brain. 4, 5 Despite the emphasis of researchers on intuition in nursing, it has been known as a questionable entity. 6 However, because of the high quality and accuracy of intuitive judgments, researchers believe in its usefulness; 7, 8 some are also of the opinion that the decision-making ability of a person is related to his/her intuitive power. 8 The nursing profession has advanced significantly over the past 50 years. People are living longer, technology is advancing rapidly, and patients are presenting as more critically ill; 9 therefore, a wide variety of ways of knowing (empirical, aesthetic, ethical and personal), cultural beliefs, and values need to be includes in the nursing curriculum. 10 However, among the four methods of receiving knowledge in nursing (empirical, aesthetic, personal, and ethical knowing), 11, 12 intuition is the art of nursing or "esthetic knowing", as well as "tacit or personal knowing", 6, 13 but nursing has just focused onto evidence-based practice and rational-linear ways of thinking and knowing. Hence, these positivist ways are responsible for the failure to incorporate tacit or intuitive knowledge in the educational curriculum. Consequently, the lack of attention to all approaches of knowing, and focusing solely on the "empirical" and "rational" has hindered the enhancement of the intellectual abilities of nursing students. 10, 14 Several studies have been done on intuition in nursing; accordingly, Benner et al 15 theorized that there were five steps to clinical competency in nursing, beginning with the novice and finishing with the expert. In this view, without relying on analytical principles, an expert nurse uses intuition in decision making and judgment. 16 However, Cork 17 challenges Benner's theory because of the difficulties involved in assessing and measuring its abstract concepts, as well as inadequate information about how expert nurses comprehend their intuitive capacities. In McCutcheon and Pincombe's study, 18 intuition is the result of a complex synergic interaction between knowledge, experience, and expertise. Furthermore, some studies affirm that intuition is used by clinical nurses facing a moral dilemma in more sophisticated clinical situations, 19, 20 and that it reduces the mortality of patients in trauma units. 21 It also aids the management of crises in unpredictable clinical conditions, and the diagnosis of deterioration in patients in acute situations. 22, 23 Previous studies have established that "nursing intuition" is still in the qualitative and descriptive stages. 24 Limitations of previous studies in viewpoint of Ruth-Sahd 25 include:
Unclear definition of intuition, lack of understanding of intuition, failure to identify how the intuitive mind may inform evidence-based practice, no discourse of intuition in education, self-perception of lack of intuitiveness, and fear that an intuitive action may be wrong. 25 However, a literature review reveals a lack of studies on intuition in nursing, especially among critical care nurses in Iran and other countries. Hence, the effect of cultural and environmental aspects on intuition 26 and the importance of critical care nurses' decision making in relation to the increased survival rate of critically ill patients 27 make it necessary to assess their comprehension of intuition in clinical practice with a view to verifying this concept and justifying its incorporation into the nursing curriculum.
Aim
This study aimed to explore the perception of intuition in clinical practice by Iranian critical care nurses.
Methods
This qualitative study employed the descriptive phenomenological approach. Phenomenology is used to investigate the lived experiences of humans, as established by Edmund Husserl in the early 20th century. 28 Phenomenology comprises two approaches, interpretive and descriptive. The interpretative approach, which focuses on the lived experience of participants by incorporating phenomenology and interpretation, analyzes elements of the reflective personal and subjective view of individual experiences and attempts to report on the participant's experience by considering the researcher's own view of the world. It recognizes the researcher within the research and analytical process. Indeed, interpretations are based on the researcher's own conceptions, beliefs, expectations, and experiences. 29 The purpose of the descriptive phenomenological approach is to assess the understood experiences of individuals without interference from the researcher's interpretation of meanings. This requires that researchers bracket all their prior knowledge about the issue. 28 Bracketing in descriptive phenomenology is a means of demonstrating the validity of the data collection and analysis process. Therefore, efforts should be made by researchers to put aside their repertoires of knowledge, beliefs, values, and experiences in order to accurately describe participants' life experiences. 30 Descriptive phenomenology is used to get the true meanings by engaging in depth into reality, 31 and intuition is an abstract concept and cannot be studied objectively. Therefore, to investigate its essence, the experiences of those participating in its study should be used. 
Participants
The participants were 12 nurses employed in critical care units, specifically recruited from hospitals affiliated to Kermanshah University of Medical Science (KUMS). These five hospitals were selected from 19 governmental centers affiliated to KUMS, and had critical care patients in intensive care units (ICUs) and cardiac care units (CCUs). The inclusion criteria for participants consisted of their having worked in critical care units for at least 3 years, having had experience of intuition in clinical practice, and expressing consent to participate in the study. Nurses who were reluctant to participate in the study or who had not experienced, or could not remember using intuition in their practice, were excluded from the study.
The sample size adequacy was according to the data saturation, with no appearance of new data during the interviews. Saturation in qualitative studies occurs during data gathering and analysis, when, under scrutiny by at least two experts in qualitative research, new information is not obtained. 33 In our study, saturation occurred during interview 10. However, for more verification, we carried out two additional interviews. The study was approved by the Ethics Committee of Research Deputy of Shahid Beheshti University of Medical Sciences (SBMU).
Data collection
Permission for data collection was taken from the officials of the research deputy of Shahid Beheshti University of Medical Sciences (SBMU), KUMS, and the hospitals affiliated to KUMS, following which we referred to the critical care units of the hospitals. Additionally, the researcher described two cases of his experiences of using intuition in clinical practice. Nurses who had similar experiences in the use of intuition and the inclusion criteria were identified, and after the topic and objectives of the study were explained, assurance of confidentiality and anonymity of personal information was given, and their written, informed consent was received. A deep, semistructured interview of each of the 12 participants was then conducted, using a questionnaire comprising open questions such as "What is the definition of intuition?" "How do you perceive the intuition signs?" and "What are your experiences of using intuition in clinical practice?" Interviewing has become synonymous with qualitative research and may become the accepted method of data collection irrespective of methodology. 34 A semistructured interview is a technique for generating qualitative data and is characterized by openended questions that are developed in advance and by prepared probes. In the semistructured interview, the interviewer has a set of questions on an interview schedule, but the interview will be guided by the schedule rather than dictated by it; the interviewer is free to probe interesting areas that arise from participants' interests or concerns. 30 In our study, we applied some other probing questions, for instance, "where did that happen", "please explain more about [..]", "what does that mean", "why did you comprehend that", and "when did you understand that"? The participants were encouraged to talk freely and to tell stories about intuition in clinical practice in their own words. One interview was performed with each participant. At the end of each, the researcher reminded the participants about her need for a second contact with them via telephone calls to discuss the study findings and to make sure that the study findings reflected their own experiences. The duration of each interview was 30-60 minutes. The interviews were performed in the critical care units during the morning and evening shifts, as agreed by the researcher and the participants. The sampling process lasted about 6 months, from March to August 2015. All the interviews were tape recorded.
Data analysis
MAXQDA 10 software was used for data management, and the data were analyzed as qualitative through the sevenstage approach of Colaizzi. 35 This approach is used to elicit the related concepts from the lived experiences of humans, and to organize the anecdotal data into phenomenological studies. 36 For this purpose, the following steps were carried out: 1) after each interview, we listened to the audio files repeatedly, transcribed them verbatim, and read the written files several times. 2) After reading the written interviews, we highlighted the meaningfully related statements. 3) A concept representative of each statement was then identified. 4) The researcher then categorized the concepts based on their similarity. 5) The results were subsequently incorporated into bigger categories. 6) An attempt to comprehensively describe the concepts was made. 7) The trustworthiness of the data was verified.
Trustworthiness
The trustworthiness criteria were rigorously tested using several strategies as described by Schwandt et al 37 To enhance credibility, the researchers conducted member checks after the firstlevel analysis and again at several points during data analysis. Finally, participants were asked to review the findings, comment on the accuracy of the interpretations, and confirm descriptions. Credibility was also addressed through peer debriefing; the researchers shared the text summaries, identification of themes, constitutive processes, and final drafts of the findings with colleagues knowledgeable in nursing and qualitative research. 
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hassani et al sex, work location, experience in nursing and critical care units, and, the researchers also believe in the philosophy of qualitative studies, which strengthened the study's credibility.
To support the study's dependability, the researchers had prolonged engagement in the study and the texts, with themes scrutinized as an external check by experts in psychology, nursing, and qualitative approaches. We tried the themes to be extracted from the descriptions of the participants with suspension the prior researcher ideas, which revealed the conformability. The researchers believe that transferability of the findings is possible because the sampling was purposive and informational redundancy was achieved. In addition, the descriptions were assessed by three expert nurses apart from the study participants, and our results have enough congruency to their experiences to support transferability.
Results
Of the 12 nurses who participated in the study, 7 (58.3%) were female and married, and 10 (88.3%) had a bachelor's degree in nursing and 2 had a master's degree in nursing. The mean and standard deviation of age, job experience, and critical care experience were 36.66±7.01, 13.75±6.82, and 7.66±3.36 years, respectively; these rates varied from 28 to 50 years for age, 5-30 years for job experience, and 4-14 years for critical care experience. Nine of the nurses worked in the ICU and three in the CCU (Table 1) .
From the qualitative analysis of data, four main themes (understanding intuition as a feeling; understanding intuition as a thought; understanding intuition as receiving a sign; and understanding intuition as an alarm) and 11 subthemes emerged (Table 2) .
Understanding intuition as a feeling
Nearly all the participants declared that they comprehended intuition as a feeling; actually, the perception of intuition as a feeling was the central theme of intuition in nursing, which we identified and separated into "internal feeling", "inspirational feeling", "personal feeling", "sixth-sense feeling", and "trust feeling". These feels were very strange to the participants because they did not find any origins for them. As participant 5 (P5) pointed out, it was a "wired state", or as P10 declared, "I thought many times onto intuition, but I didn't receive any results".
internal feeling
From the viewpoint of eleven of the nurses, intuition was comprehended by the participants as an "internal feeling". It was an automatic, unconscious, involuntary, and sudden sensation, affected neither by stimuli external to patient conditions nor by any information objectively received from outside. As defined by P5, "that (intuition) is an inner feeling, which at once happens in our inner … this is an internal sense, a person is suddenly involved in it". The source of this feeling was unknown and solely attributed to the inside of self. "This feeling is quite inner … an internal feeling to an admitted patient in the unit … an internal sense which is created at all" (P11). Another participant, who cared for an old man with pneumonia who was in a stable condition when admitted but later developed complications, stated, "My inner sense told me this patient would be in trouble … unfortunately, it happened … this sense is not anything more talking about [is not debatable], it is an internal feeling" (P4).
inspirational feeling
Some nurses believed that the intuition that induced them to perform a behavior or informed them of a prediction related to patients came to them by inspiration. P7 stated that most of the time intuition was an inspiration. P6 testified: "It was about two o clock of night (AM), when something inspired me 
35
iranian critical care nurses' perception of intuition that go and tell this topic to them, it really saved the patient life", P1 believed, "because I am very close to the patients, this instinctive sense (intuition) inspired me that inform a problem to a person". Some of the inspirations may be affected by the patients' moods; for instance, P10, who had two experiences of using intuition in clinical practice, announced: "I felt this person (one of the patients) has great hopes, due to the hopes, God typically protects him, and don't choose him (choosing for death), because he wanted his live would be persisted, but the one another was cut off (frustrated), want to go, however, I don't know, how this sense inspired to me (that what happens to these patients)."
Personal feeling
The participants introduced their feelings as "personal", particularly in relation to the way some nurses concentrated on their patients. One nurse represented, "Sometimes a person feels this sense in themselves, this feeling is his/her own" (P2), and another said, "Maybe the patient is my own, that moment is exclusive to me … I paid attention, I have that sense, or when I looked at them I had that feeling" (P8). Because of others' misinterpretation of intuition as personal, not rational, and also immeasurable feelings, the nurses did not discuss their intuition explicitly. P10 said, "Sometimes even I cannot explain it, and really it is not explainable", and P5 also stated: "The matters such as intuition are not the issues that we could talk about them as open and frankly, because it may be misinterpreted by others (the colleagues), the process is like that they called a mental problem was happened to me, or, what did he say?"
sixth-sense feeling
Some of the nurses represented their understanding as a sixthsense feeling, not discernible by the five physiological senses. "In general, perhaps it can be said it is a sixth sense, coming when we do work to patients" (P12). They also remarked that intuition is an illogical sense with no specific reason, which gives some information about the deterioration or recovery of patients without any identifiable symptoms; as stated by P10, "This sixth sense (intuition) could be non-logical, no one thought that elderly man with such symptoms being remained (be improved), any one could not dedicate an account to it". P7 declared that nurses who have a stronger sixth sense have more intuition, and P3 attributed her intuition entirely to the sixth sense.
Trust feeling
Despite a lack of logical reasons, nearly all the nurses announced that they had more confidence in their intuition. This trust would be enhanced by repeated experiences of the intuitive feeling and the approval of other people. A nurse explained, "I have more trust [in my intuition], because many cases I have felt, really saw its results … whatever the time is going I find it more confidence" (P7). Another described, "I always have confidence to my intuition, without doubt, such as this patient that I sensed he would be critically ill, and happened, the vital signs would be changed, and really happened…" (P12).
Some believed that, although they trusted their intuition, they wanted to try more appropriate measures along with their response to their intuitive feelings. As P7 stated, "I felt what I did could fully answer to the patient, so I had confident to my work … something that came to me I am sure that if I do that, it answer 100%". Despite the trust in intuition, some nurses need more objective evidences to convince other colleagues of the feeling; as P6 received a trust feeling on pneumothorax of a traumatic patient without any clinical and radiological signs, the doctors and other health care workers denied his feel, but 10 minutes later, when the symptoms began, they adopted it, and the appropriate therapies were started.
Understanding intuition as a thought
Some nurses comprehended intuition as a thought. Although they announced these thoughts came to them when they were placed in certain situations, the thoughts were completely involuntary. At first, the nurses immediately received a thought, so it was fostered as an obsession, from which the subthemes "quick thought" and "obsessive thoughts" were developed.
Quick thought
Intuition was comprehended as a quick thought that sprang up suddenly. The nurses had neither a plan nor any prior background to the intuitive thoughts, and they were formed 
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hassani et al along with initial visual glimpses of patients. As P8 revealed, "I was looking (at the patient), suddenly came to my brain that my patient will make arrest now". Another nurse (P10), in response to the question, "how do you use intuition in the clinical workplace?" stated: "The intuition is not a thing we use, it came to the human mind, sometimes I do the regular tasks, I have no any idea to survival or un-survival, to be bettering or worsening the patient, the thought immediately comes to my mind and tell about the state of patient." This thought motivated the nurses to do something to help the patient recover; as described by P3, "I was sitting in the station, an unconscious thought (told me) if I take something to the patient, may be changed".
Obsessive thought
Sometimes, intuition was realized as an obsessive thought. The nurse's mind was constantly busy with the patients; even though the nurses occasionally went out at work, that thought compelled them to refer to the unit again for administering special care and continually monitoring the patients' conditions. Consequently, with obsessive thoughts, the nurses gave more attention to the patients. P1 stated, "It was always in my mind to see what the fate of the patient was". While the obsessive thoughts came, some nurses would be annoyed; as P7 explained, "I was sitting, constantly thinking, at that scenes (in my mind), I saw my patient would be intubated, it was very frustrating". Some participants attributed these thoughts to their deep involvement in patient care, and being serious to nursing care; as P11 maintained, "now, I have a state where when I would go back to home, my thoughts are here (I am constantly thinking about the patients of the ward). if I work as shallow, these thoughts (intuitive thoughts) would not be created".
Understanding intuition as receiving signs
The nurses had experienced some signs along with intuition; these signs were categorized into psychological signs and physical signs. Most of the participants declared the psychological signs, but only three of them acknowledged the physical signs. The nurses who experienced psychological signs such as fear, anxiety, apprehension, and worry did not know the origins of the signs. Some nurses stated they also felt a type of discomfort and sadness when they entered the units, and some were waiting for a bad occurrence to take place. P11 affirmed, "There was a fear, a worry, when I am concerned an event will happen, I don't know what". Nurses had a desire to do anything to calm themselves. P6 said, "I was restless, I told myself, I must go to do that work". One of the nurses commented, "in that case, I have no special physical symptoms or (physical) changes (when receiving the intuition), but I engaged mentally (I had psychological signs) and spiritually, my thoughts were busy with patients" (P9). P8 also stated she had experienced terrible anxiety when receiving an intuition of the death of a patient. Some nurses indicated that visceral reactions, such as nausea and vomiting, accompanied their intuitive perceptions; others stated they experienced sweating on the forehead. A nurse expressed it as follows: "I generally get nausea when encountering stress or becoming worried, this happens with intuition too, especially when I have an intuition sense in my private life" (P11). P8 also declared: "My heart rate was bitten rapidly, my body became warm and red".
Understanding intuition as an alarm
Some nurses understood intuition as an alarm; these alarms happened in the private and working lives of the participants, but were more serious for those who experienced intuition in clinical settings. Those who had lower job experiences and dealt less with intuition took less notice of the alarms, but after seeing their occurrences, they would be more sensitive and took them into account while planning their ministrations. The alarms were about imminent danger, death predictions, and patient recovery.
imminent danger
Nurses perceived the possible occurrence of deterioration in their patients' condition in a way that was very clear to them. One nurse reported: "The sense told me, this patient will experience complications in terms of kidney, gastrointestinal and respiratory functions… I myself had this sense, unlike the physician's opinions" (P4). P12 stated, "Each time, I felt an event would happen, a change in vital signs, in the consciousness or in the size of pupils; these alarms and warnings are more understandable for the nurses who are intuitive". Some noted that they articulated the ongoing risk to their counterparts; as mentioned by P1, "We told a colleague, if this patient goes to the ward (general ward), they will be intubated and the code (a hospital emergency code) will occur". Another nurse (P9) stated that, inexplicably, despite the patient being normal in their vital signs, his perception was that "the patient is not good".
Death prediction
Nearly all the nurses received an alarm that predicted the death of a certain patient; this perception was usually in contrast to their physiological and examination data. P3, who placed a patient from the operation room on the ventilator system, described, "I felt the patient cannot separate from 
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iranian critical care nurses' perception of intuition the (ventilator) system". P6 also declared: "One time, I came to the ICU, circulated around the beds, and unconsciously I knew which patient would die". This alarm made nurses more ready to offer timely care. One of the nurses (P11), who had been working in CCU for 5 years, explained that one of her patients, who had had a heart attack, had been discharged from the CCU to a general ward, and that despite the stability of cardiac issues such as electrocardiography and vital signs, she had felt the patient would not survive; later, she was informed that the patient had fallen from the bed in the general ward, had suffered a severe head trauma, and finally died because of the head injury.
Patient recovery
Sometimes, when health care workers including physicians and some nurses foresaw a very poor prognosis for the patients, and physicians even ordered a "no code" for them, when participants in the study received an alarm related to the recovery of the patients, they responded more conscientiously and continued medical care without any orders. This was confirmed by P8, who recounted: "The doctor had spoken to the patient's family explaining the patient had about a 90%-95% chance of dying … I perceived that the patient was not mortal, and did all the nursing care carefully, he went to the operation room without any bleeding, returned, and after 2 days he was discharged."
Before admitting a patient in ICU, P6 declared, he had perceived the admission of an accident victim, and although the prognosis was critical but against the physician order, his intuition told him "the patient would have remained". Another nurse (P4), following his intuition alarm, felt assured a certain patient would recover, and injected an adrenalin ampule into the cardiac muscle of the dead patient that the final stage of the resuscitation was ordered by the physician, after which the patient survived.
Discussion
In this study, intuition was understood as "feeling", "thought", "sign", and "alarm". While there were no identifiable reasons for these perceptions, they have been understood through an unconsciously automatic approach. In accordance with our study, other researchers have suggested various concepts about understanding intuition as a feeling; Ruth-Sahd and Tisdell 38 propose that "gut feeling" means an intrinsic immediate feeling without logical cues; they ascribe its origin to spiritual connection to God and numinous entities. In Kosowski and Roberts' study, 39 it was described as a negative sense, using phrases such as "having a very bad feeling", " feeling uncomfortable", "feeling there was something terribly wrong", "something missing", or that there was "something they had not done". These perceptions had been integrated into the social, political, and temporal contexts of the clinical settings. Additional to the feelings, a syncretism interpreted as being "outside the rational self also emerged". As described by Lyneham et al, 32 it represented a desire to treat someone with no prompt other than the self-inner response. Coinciding with our results (that the intuition is comprehended as a "thought), the study of Ramezani-Badr et al, 40 some of the participants described their intuition as a clinical reasoning strategy using the statement "a certain feeling" or "it suddenly crossed my mind". This type of decision making had little to do with the findings regarding the patients' conditions and was inexplicable. It seems the themes and the phrases used to describe the perception of intuition are conclusively received as personal and influenced by particular underlying variables; prior lived experiences and cultural characteristics of individuals were cited as the main factors. 26, 38 According to Smith, 41 because intuition is a complex and mysterious concept, and somehow personal, it cannot be clearly articulated by the nurses in the clinical practice. Moreover, it appears, because the Iranian nurses have faced issues such as "inequality at work", "too much work", "lack of promotion", "job insecurity", and "lack of management support", they lack the authority and desire to state or act upon their intuition; 42 these warranted further investigation.
In our study, the participants experienced some psychological and physical signs along with understanding of their intuitions. Smith et al 43 indicated that emotional awareness is nearly consistent with the psychological signs manifesting as positive and negative experiences, such as intense feelings, apprehension, excitement, and feeling calm and peaceful. They also noted that physical awareness is a knowing that comes from within the body. Interpreted through the five sense organs, it is described as chills down the spine, headaches, muscle tightness, postural tightness, general uneasiness, increased heart rate, racing blood, stomach tightness, jaw clenching, and sweaty palms. In a study by Demir et al, 26 these signs have been characterized as "having digestive system symptoms, feeling a stabbing pain in the stomach, hair standing up, tightness in the throat and nausea". As they emanate from the unconscious and have an uncertain process, 44 it seems perceiving the intuition causes physical and psychological response, naturally, which needs more physiological investigations. Compared with other inquiries, the fewer physical signs that occurred in our study may be attributed to diversity in the cultural backgrounds of nurses The results of our study revealed that the nurses had strong confidence in their intuition, which they explained as trust feelings, but because of staff refusal and differences with the rational approach, they were reluctant to discuss it. Trust is also considered a central theme of intuition in other studies.
1, 43 Miller 1 demonstrated that people with more extroverted personalities are mostly self-confident and trust their intuition. Lyneham et al 45 illustrated that trust is at the heart of intuition, because nurses who achieved the highest level of clinical competence found that embodied intuition occurred when there was complete trust in the experience of knowing, which served to build confidence in their expert status. However, Iranian nurses who trust their intuition in independent clinical practice 46 will be limited in their application of a nursing care plan based on their intuition. Some believed that intuition could be fostered in nurses and nursing students via certain procedures that have been proposed, such as "mind quieting exercises", "journal writing", "group brainstorming", "sharing intuitive exemplars", "creating a climate of curiosity and questioning that focuses on the experiences of the student", "promoting creativity with a futuristic perspective, and tolerance for uncertainty among the students", "developing objectives that focus on process and pattern recognition", "including intuitive experiences within the nursing process", and "encouraging students to assess patients using their sense and intuitive hunches" 10, 43 ; however, there are no trial and quantitative studies to support these educational techniques.
Following the perception of intuition, the participants paid more attention to the patients by checking their vital signs, carefully administering the medications, and notifying physicians. As in our study, homeopathic physicians also validate their intuitive thoughts using objective data before applying them. 47 Additionally, King and Clark 48 were of the opinion that logic in an interactional connection could improve patient care. It appears nurses' attention to intuition increases their concentration on patient symptoms, with implications for fewer complications and mortality. However, we suggested that the nurses must be allowed to participate in the patients' diagnosis and therapeutic trends, as well as planning a part of their nursing care in light of their intuition.
Conclusion
This study aimed to explore the comprehension of intuition by critical care nurses; during this process, four main themes and 11 subthemes emerged. Intuition was understood as an automatic, subconsciously derived response, and given that participants mostly had confidence in their experience, it was not articulated, but acted upon according to their senses and their reactions to their physical and psychological signs. Consequently, the nurses paid more attention to their patients.
This initial research, indicating the benefits of nursing intuition in Iran, could be used as a theoretical basis for the introduction of the study of intuition in nursing education. If nurses who are unaware of intuition are neglecting its signs and thus inadvertently failing their patients, on account of lack of evidence to incorporate intuition in the nursing curriculum, education about this source of knowledge, as well as establishing qualitative, quantitative, and instrumental development studies and also trials, is advisable.
Limitations
The nurses were unfamiliar with the concept of intuition, and some of them thought it was related to legal issues. To meet this limitation, the researcher introduced two sample experiences to explain intuition in clinical practice.
